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NAME OF PROVIDER DR SUPPLIER STREET ADDRRAS, iy, STATE, 2P CoDE
'MPERIAL GARDENS HEALTH AND REHARILITATION 996 W DUE WESY ava
MADIGAN, Fn 37415
X410 | SUMMARY STATEMENT o PEFICIENCIES D | PROVIDER'S PLAN OF CORREGTION pin)
PREFIX . {BACH DErIGIENGY MUST BE PRECEDED gy FULL PREF CH CORRGCTIVE ASTION S 8E COMPLETION
Tag | REGULATORY R L5G IDENTIFYING INFORMATION) $EG?< a‘igg&aspsmcm THE W%LOLF?RMTE { DAYC
i DEFICIENCY) I
» { . i % J
F 000 iNTiAL COMMENTS r GIOGJ This Plan of Correcliog r
: L |

‘ ! During the recertification Survay andl complaing
f  investigatian (#00029278), sondusted on
] February 1214, 2012, at Imperiat Gardens
- : Health and Rehabilitation, no deficienies ware
. Cited- under 42 CFR PART 483.13, Requirgmants
I for Long Terrn Care for the complaint, ;

i

" E 245 .' 583._1 5(9}(1) REASONABLE AGCUMMODATION ! F 246

$S=D. OF NEEDS{PREFERENCES

O i A Tesident has the night to reside and recelve
[  Services in the facility with reasenable
| ccommodations of individual feeds ang
| preferences, except when the health gy safaty of
: the individual op other residente would be
' endangered,

[.
| This REQUIREMENT 's not met as evidenced
; by:

i Basad on medical record review, absarvation
: and interview the facliity falled
i where answarad timoly for theee

residents (#1,
W23, #24) of

twenty-five residants reviewed,
| The findings included:

Resident #1 was admitted to the facility on
;January 9, 2012, with diagnoses Including
: Pneumonia, Musele Weakness, Chronig Kidney
; Pisease, Dysphagia, and Edema.

" Review of the Minitmum Data Set, (MDS) dateq
tJanuary 16, 2012 revealed the resident to ba
i cognitvely intact, and requiring assistance with

10 ensure call lights

!
t
[
|
‘ complianve for the
f } deficiencies cited,
however, suhm ission of !

! this Plan of Correction js l
J MOt an admission (hat 4 {
: deliciency cx 18ts Or thay
| .. One wag cited correclly, )
I This Plan of Correction o

has been Iespectfully

developed and submiticd
a8 required for compliance
with federal and siare {
regulariong,

= |
' J Resident f1 wug
immediarely assessed por
nursing staff for any
physical/mental injury, with ’
1o issues identified, I
Resident request way I
I identified and compleled, |
1

Residents #23 and #24 were |
immediately assessed by {
nursing staff and the needs |
of the residents were [
addressed. |

the potential to be atfected
and can benefi from
cotreclive action.

All facility residents have )
l
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AN

¥ duficioncy statement anding with an sstasisk (") denotas o doficiancy which the

her safequards provide 5
lowing the data of ey whather or nol o
s foliowing the date theee documenis am madp auallable
W0 garticipgtion,
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STATEMENY OF DErICIENGIES PROVIDE ' SOMGT (x3) o

AND PLAN OF CORRECTION L mﬁé'.‘?;‘i'%gﬁﬁﬁér‘é‘ﬁ s | ULTIPLE CONGTRUCTION “”3&2‘3@%‘?"

A EL]m.mNa e
0. WING -
245047 ] 021142012
MAME O PROVIOGR OR SUPPLIER ] BTREET ADDRESS, CITY, STATE, 2IP CODE
IMPERIAL GARDENS HEALTH AND REHABILITATION | f::;’: s”(‘)’: “TE"'";;“;E
P " 1 5
(%410 | SUMMARY STATEMENT OF DEFIGIENGIES Y PROVIDER'E PLAN OF CORREGTION 08)
PREFIX {EACH DEFICIENCY MUST BE PRECENED By FULL PREP { CTIVE compLz
TAG J REGULATORY QR LSC IDENTIFYING INFORMATION) T:gx cﬁgns?ascgggguceo ::? ;Iz-?g ﬁ’HF?R%LgR?fTE oTE m_”
L. ‘ | DERCIENGY)
f : T .
F 246 | Continued From page 1 F246 On 2/2212, 2/23/12,
1 activities of daily living, ambulation, toileting, ang - t 2127112, 2128112, 3/2112, and
lransfers. _ _ 3I5/12 un all staff meetin g
I, ) _ will be conducted b th
- ¢ Interview with the resident on February 12, 2012, Director of Nur:ing);u iz- i
; AL10:32 AM., in the residents reem, during initig) service the staff on the !
i tour reveaied, the resident feportad a falf "last fucility expectation that all
:[ week” that "caused me to lay in the bathroom 5 stalf answer call lighr
| long time. requests within at Jeast a3
| Interview with Certiied Nurse Technician ©NT) | fminute time frame,
1 %2, on February 12, 2012, at 10:48 AM., in the The Direeton af ; |
» 400 Wing Hailway, confirmagd on February 6, ]-; : N S O_J T‘{meg - 1
2012 the resident was found on the floor of the (DON) and/or designee will |
' resident's bathroom by CNT#2, Continued | assign a member of the |
: Interview revealed, upon arrival to the unit at i Management team to
apprﬁ)){imle’}' ?00 AM, CNT22 W3S not able 10 COHC‘]_UC'[ call 'ilght drills
‘ 582, or locate other statf members on the ynit consisting of at feast 2 per
1 @nd bagan answering all lights that wete shift and a minimal of' 5
:' activ_ated. and nr.:}ticad Resident #1's bathroom times per week. This will
+ call light was activated, Further interview continue for six wueks, then
i revealed CNT #2 arrived in the regident's room at randomly for at least two
1 7115 AM. and found the rasident lying on the months , '
: fioor; at which time the CNT summoned a nurse
: 10 the room, and removed the resident from the Call lipht drills will cancic |
| fioor at_;;:m AM. with the assistance of the - | nII?a :ﬁ%n; g; SHEZL IiIn;n::sm ’
: Murse. The rasident was not injured. i f - > e
: ] room putting on the call light |
|r Review of facility documents “Statement Form® i}?}d tining staff response. !
Irevealed, .." when | came in around 7, | seen a ! ¢ answer time will be
{ lot of call igts going off ... Went to see about.. rocorded on the call light
1 bath" (emergency light) "...cause it was red when dritl form.
i lcame in,., (resident on) bathroom floor,. Jeft {
l! side ... no tecs reported to me . ¢ ]
! }
- Continued review of the facility's document "call | I
) ight sudit” (electronic monitoring tool of eall ight i |
: activation and response times) revealed, ", ,
: cleared alarms 9§ (number of alarms responded fo J !
. H !
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STATEMENT OF DEFICIENCIES fmy DATE S

R R

A BUILDING
445047 i — 0211412812 ]
NAVE OF PROVIDER oR SUrPUER STREET ADORESS, CITY, STATE, ip CORE
308 W BUE WEST svE
IME )
) ERIAL GARDENS HEALTH AN REHABILITATION MADISON, T 37418
. : SUMMARY STATEMENT OF DEFICIENGIEG j PROVIDERS ECTIO) i
PR?FIE( ! (EACH DEFICIENCY MUST B FRECEDED gy iy, rF Pngrux [ (EAGH cam:pnkvﬁsu%-%?mngluwae ! comperon
TAG | REGULATORY ORLSC IDENTIF YIS INFORMATION) | & | capse EQTOTHEARPROPRIATE | DATE
| .| DEFICIENCY i
- ; : j
| o ! | 1
F 248} Donbnued Brom page 2 | TP Results of the call ight arins J’
. BQualed ane) ", , total time 19.3 minutes ... AVE ‘ will be presented by the ]
' (Average) 19.3 min...2/82012 ?.'09:5_8 AM (time ‘ Dircetor of Nursing or her
- alarm was activated) 72314 AM (tme alarm designee to the clipjeal ’
| Was lumed off)..,LOC... (location resident #4's ’ - meetings, and aggregated to !
' 100m) BATH...Rtime (run tme)18:30, (ningteen | l defitic any trendy any i
 minutes thirty seaonde)” : i R
: rf presenied by the Director of
Ig Continued review of the facility's documentatio: o 1 Nursing or her designee 1o |
! Fevealed, ... I spoke with .. again ...upori her | | the Quality Assuranc
tarrival at 8:50 am ... stated there was no one ; ' commiltee monthly for
ipresentand began answering cal! lights as continued mon itoring and
! 3001 23 ... came onto the floor... found patient ! improvements, 3 /
i had fallen in the bathroom floor .. the patient toid r
| =-been in floar , "y long time"... IDON ( Interim ! !
| Director of Nursing)" ,' j !
! Interview with the Assistant Director of Nursing | ' ]’
i (ADON) on February 12,2012, ot 340 P.M. in ‘
| the ADON's office, confirmeq the resident was j
: hot injured during the fail and the resident was on | _
. the bathroom floar for "nearly 20 minuteg” ) /
: Intarview with the ADON on February 13, 2012, at ' ! |-
B:.00 AM., in the ADON's office, confirmed ! I
. bathroom call lights are considered emergency ] ;
: call ights and wera to be answered immediately, J' J
| Continued iNerview confirmeg the bathroom cajl I [
light was agtivateq by use of an Emergency pull ?
| Gond, the nineteen minute thirty secand delayed }
' response te the call light on Februaty 6, 2012 was | ;'
_not timely, } i |
: Resident #23 wag admitted 10 the facility with { ! J
j diagnoses inciuding Emphysems, Anemia, and ’ ; I
« History of Falls. !
| Medica record review of the Minimum Datg Set J
' (MD$) dated Decernber 1, 2011, revealed the | | %
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F 248 : Continued From page 3
' Csident was

|
|

< intact,
1

¢ Obsenatip
12012,

hon the 200

. Resident #24 was 5
: diagnoses in¢luding
 Heart Fallure, ang (

: Medical record rey
f 19, 2012, ¢
1 Understood ang was
. known. Cantinged ra
1 8core of 15 indicatin

iow of

' Observation on the
12012, at 5.2
i light wag activated, Contj
| reveaied tha pajs
; A.M, (3 five miny

« 0N February 13,
; Confirmed the call ligh

[ Intervigw with the interim
. February 14, 2012, at 8.4
i office, confirmed that eaj
. answered with
F 318, 433.25(&}1’2) !

minute delfay),

dmittad to
Legal Blin
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view of
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200 hall on
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STATEMENT OF DERIGIENGICS X1} PROVIDERISUPPLE J MULTIRGT G : 5
AND PLAK OF CORRECTION ' meunr?:c:mo:z ﬁ‘um?écsg i T WJ&A“ES;E“".}Y
A %mmma
dasear i 0211412012
NAME OF PROVIDER OR SURPLIER STREET ADDRESS, CITY, STATE, 2IP cODE
IMPERIAL GARDENS HEALTH AND REHABILITAT 308 W DUE WEST AVE
HABILITATION MADISON, TN T8
Xa)o i SUMMARY STATEMENT GF DEFICIENQITS I PROVIDER'S P 7 20 ! 5)
et | (CACH UEFICIENSY MUST BE PREGEDED B FuLL | PREF(X (Ern c&ﬁm@émn@&cm"ae campLENON

TAG ©  REGULATORY OR8¢ IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO YME APPROPRIATE | OATE
: ] | | BEFICIENEY) E' __4
) [ 1 " ; .

F 318 Continued From page 4 b e 318{ F318 I

$5=D ! IN RANGE OF MOTION | Rosident #12 was re. I
l - | assessed by the therapy _ |
i Based on the comprehensive assessment of ! * department for evalination of -
; -"E:sideqt. the facility must ensure that a resident i J the benefits of the sphint. It
 with 2 limitad range of motion receives [ i was determined the splint ,
' appropriate reatment and services o increase i would nat be beneficial for
. range of motion, and/or o prevent further the resident and the order For f
| decrease in range of motion, ' the splint was discontinued
poo J i after the recommendations
| i | were reviewed with the j
i This REQUIREMENT i5 not met as evidenced | | Physician, !
; by: ' | | I
! Based on medics| rocorg review, obsarvation, | All residents with orders for
| and interview the facility failed 1o Provide a splint ] splints and/or special devices ‘
i for one resident (#12) of twentfive residents ! have potential to be affected
! Fevigwed, !’ and can benefil from ’
; The findings incld il . } corrective action, |
: 1 ]
 Nesident #12 was readmitted to the faclity on | ! All residents with orders for |
i August 24, 2011, with diaghosos including 1 splints will b‘c audited by the j
, Hypertengion, Aftercare of Knas Surgery, angd [ nurse supervisor weekly 1o ‘
; Cardiac Dysrhtnmfasl. ; ensure proper suppottive
. - i cquipment is ordered and
| Review of the physician's progress notes dage ] being utilized per application
i Novernber 25, 2611, revealed ""'f‘as been having | i protocol and times. Thesc
; PUMbness and decroased &ensation in the lagt its wi reekl
i e ) 1 audits will occur weekly
s aciso some diminished strangth n the new) until 3/30/12 and then and
| ASSeESMEnt: 1. Probable carpal tuniel left s n(;nthl

- ¢ hand. Plan: Trial of wearing s splint on the iefr | Y-
I wrist at night " r
" Review of the physiclan's arder dated Novembia; i
| 25, 2011, revealed splint o left wrist, to o j ’
: applied at HS (night) continuous use, ; |
i i
I‘- Review of the resldent's care plan updated . f !
FORNM CMS$+2307(02:99) Frovious Versions Cbzoletn Cvant D: I3 14 Faciiy 1D: TNYB12 If contiquation shoot Page 8 af 13
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DEPARTMENT OF HEALTH AND HUMAN SERVICES " FORM APPROVES
CENTERS FOR MEDI = & MEDICAID SERVICES OMB No, QQS&O
STATEMENT oF DEFICIENGIES X1} PROVIDER/SUPPLICRGLA %) MULTIPLE CONSTRUCTION
AND PIAN OF CORRECTION INENTIFICATION NUMBER: |
A BUILDING
445047 B. tlmna
‘ NAME OF PROVIDTR OR SUPPLIER srr‘a‘sm'mnﬂﬁss. Gy, STATE, ZIP CODE
306 W DUE WEST AvE
IMPERLAL GARDENS HEALTH AND REHABILITA
| ABILITATION MADISON, TN 37445
xayp | SUMMARY STATEMENT oF DEFICIENCICS D PROVIDER'S PLAN OF CORRECTION Uy
PREFIX ! {EAGH DEFICIGNCY MysT GE PRECEDED BV F L PREFLY, {EACH CORRECTIVE ACTION SHOULD pg CoMPLETION
TAS REGULATORY DR (50 IDENTIFVING INFDRM&T%N}' / TAG r cnoss-nggsr?eugc:—:vg TQ THE APPROPRISTE DATE
i _ EFIGIENGT)

i All new arders from the
(] 3181 previous 24 hour report will
Le seviewed duily durmg the .
[ clinical mecting (which

I
F 318, Cantinued From page 5

! Janyary 15, 2012, revealed ,..splint el wrist
i 3PRly 4 (every) HS (night) and remgue 4am poar
| orders,

includes the nurge

' supervisar, MDS nursc,
Therapy manager, Social
Worker, Dictary Manager,
Aclivity Director, and (he
DON). Al orders involving
Splints and/or special devices

| - interview with reg!ste'rad nurse #1 (RN) on
I February 13, 2012 at 8:00 a.m., in the haitway
| verified the resigent was to have a splint jr. rlsa

|

I

|

|

il Observation and interview with resident #12 o |
 February 13, 2012, at 604 a.m., revealeq ny ’
| splint was on and the resident stated hag naver will be referred by the nypse i
. had a sptint for the wrist. Supervisor to the therapy i
¢ ) . . _ ‘ department (or cvalustion |
' and treatment !

|

|

|

|

1

|

T e e

M. 2 | ! ) .
] JDON'S office, canfirmen the resident i ot have | | recommendations,
i : fl All'issues identified will be
presented by the DON or her

J'- had nover bogn ordered,

i J designee at the At Risk
] [ mecting weekly for any
[

1 ¥ I = discinli 16
" 323 483.25(h) FREE OF AGGIDENT Ol "
S5=0 : H DSISUPERWSION/DEWCES | ! interventions, All resuhs wil
‘The facilw must ensure thatthe T&Bideni _ l he {'-U”Ccted and prefit:l"lted
!} énvironment remains a3 free of accident hazargy " by the DON or her designee
i35 is possible; and each residant receives i 10 the Quality Assurance
| adequate supervision and assistance devices in J committee monthly for .
E prevent acgidents, : continued tnonitorin o and 3,3)’ A
[ i improvement.

i f

|
_! This REQUIREMENT is not met 2s evidenied J
. by:

P and interview, the facility falled to provida
! supervision to pravent fals, for one casident (#1)
; !

| - ]
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445047 e S 021442042

NAME OF PROVICER OR SUPPLIER

SUMMARY ETATEMENT O DEFICIENQIDS
{GACH DEFICIENCY MUST B2 PRECEDED py FlLs, f
REGULATORY On LSCIDENTIFYING INFORRATION) !

i 323F Continued From page &
i failed 1o seqyre prescribag chemicals ang

1 Pharmaceuticals for Onte resident (24) of twenty.
 five residents revieweaq, ‘

'The findings includeg: i

¢ Resident #1 was admitta ¢
| sdanuary 9, 2012, with diagnoses including

! neumonia, M Weaknass, Chronie Kidnay
i Diseasa, Dysphagia. ang Edoma, '

¢ Review of the Minkum Dagy gy (MDS) dateq ]
i January 18, 2012 revealed tha resdent to pe
 Cognitively intact, ang requiring sistance with
, Bclivities of dajy fiving, ambulation, toileting, ang

| | fransfers, ' J

|
¢ Ha o
2 the resident Was found on the floer of the I

| activated, ang noticed Resident#1's bathrogm

7315 A M. and found the resident lying on the
. fioor; at which time the ONT summaned a nurea
j to the roam, and rermoved the resident fram the

STREET ADBRESS, eity, STATE, ZIP Cook

306 W DUE WEST AV
MADISON, TN 37115
Ja] PROVIDER'S pLan CF CORRECTION
PREFIX (S aa CORRECTIVE ACTION SHOUL e
e CROSS-REFERINGED T THE APPROSRL
| BEFICiENGY)
f
F 323 F323

" Resident 41 was
( ,'i'mmcdiately assessed per
i nursing staff for any
" physical/mental injury, with
/ N0 issues identificd. Fall
interventions WOre initiated
J’ at thut time,

J Residem #4's roam was
inspected for any potential
| hazards. Supplies for the
' wound care wearg properly
‘ labeled and placed in a
r Plastic bug and stored in e
‘ resident's closcst shelf: I

! All residents have the
' potential to be affected and
! can benefit from COTTCCLive

aclion. [

On 3/2/12 and 3/5/ (2 a staff }
meeting will be condycted
by the Director of N ursing {o
- In-scrvice the siaff on the
facility policy and procedure
ol safe storage of resident's
personal items and supplies,
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f},‘é’fﬁﬁ’ﬁ;’& DELGIENCIES D Enﬂgm?m% 02) MULTIPLE CONSTRUGTION ) DATE SURVEY

A ?U?LDING
445047 8- Y

NAME OF PROVINEK OR SUPPLIER
MPERIAL GARDENS HEALTH AND REHABIL.FMTIDN

300 w Dy WEST Ave

| | sTReer ADDRESS, GITY, BTATE. ZIP QopE
MAD!SON, TN 37115

Xayo i SUMMARY STATEMENT OF DEFICIENCIES In PROVIDERS FLAN OF CORRECTION o)
PREFIX | (EACGH DEFICIENCY MljsT BE PRECEDED gy £ PREFIX (EAGH CORRESTIVE ACTION SHOULD g COMPLETIGN
TAG | REGULATORY OR LSC IDENTEEYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE AT
: : OEFICIENGY) o
e r—]
i g . = =
F323: Continyed From page 7 ] Flazz he DON and/or designee

| floor at 7:20 A a4, with the assistarica of the
| wrse. The residont was nat injurey,

' Raviey of facility documents “Statement Form®

s fevealed, |.." whep | Came in arpunyg 7,1 sean g
| 1ot of call lights aoing off ..., Went to see aboyt,..
twas red whan

I ; bath" {emergency light) "...causg j _
ileamein... Tresident on) bathroom figer, , juft
I side ... no tecs reported to me ,,.*

; Continued raviey of the facility's documeny “call
! tight audit (electronic: monitoring 1oo] of call fight

: activation and response times) ravealed, ¥,

f Continved reyiew of the facility's documentation,

i revealed, | | spoke with ... again «.Upon her
| arrival at 6:50 am . Stated there was no ong

{ bresentang ,,, began a ing caif lights as

' Soenas ... came onto the floor. ., found patiant
I had fallen in the bathroom flos

| -beeninflogr, g long time”... IDON { Interim
; Director of Nursing)"

I Interview with the Assistant Director of Nursing
t (ADON) prt February 12, 2012, at 3:40 P.M., in
| the ADON's office, confirrned the resident was

F.wthe patient tolg

—_———

—— —

|

|

: Mot injured during the fafl and the resident was on |

1 the bathroom fisor for “nearly 20 rihutes”

{ Interview with the ADON on Febasary 13, 2012, ot

1 8:00 AM., in the ADON's office, confirmeg

1

e ———

|

e ————

at least 10 rooms, 5 tiunes
ber week Tor six weeks 10
ensure all supplics and

© personal items are properly

|
will conduct room audits of !
|

labeled and siored in a safe
manner. Any issueg
identified will pe corveciled
at that time and recorded on
& room andu form,

The room audit forms wil] |
be agurepated and presented
manthly by the Dircetor of [
Nursing to the Quality . ’
Assurance commitiee to ]
identify trends for I’
recommendations and
continue monitoring,

|
L
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FORM APPROVED
OMB NO, 0938-03091

STATEMENT OF DEFICICNCIES

{x1} PRGWBEHJ‘SUPF’UERICLM
AND PLAN OF CORRZCTION

IDENTIFICATION NUMBER:

445047 B.|viNG

02) MuLTPLE CONSTRUCTION
A BULDING

£43) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR sUrPLIER
IMPERIAL GARDENS HEALTH AND REHABILH‘AT!QH

STREET ADDRESS, CITy

306 W DUE WEST A

. STATE, ZIP CODE

VE
MABISON, TN 27415

02/4412012
— e e ]

) .
PREFIX |
TAG

e —

SUMMARY STATD
(EACH DEFICIENCY M
REGULATORY OR Ls¢

MENT OF GEFICIENGIES i
UST BE PRECEDED BY puLt i
IBENTIFYING INFORMAYION, '

B
PREFIX
| e

PROVIDER'S PLAN OF CORREETION
(BACH TIVE ACTION SHOULD BE
CROSC-REFERENCED
DEFCIENCY)

|

TG

]
J

THE APPROPRISTE

- -
F 323.f Continued From page g

; Bathroom ez lights are considered emergency
-+ call lights and were fo be answered immediately.
: Continued interview confirmed the bathroom call
| light was activated by use of a0 emergency pui! :
' cord, the ninatesn minute thirty second g |
 TBSpoNse to the call light on February 6, 201 ws |
i N0t timely, '
| Resident #4 was admitted
| 17,2011, with diagnenes
| Fratture of the Clavicle, Pregsyre Uleer,
: Congestive Heart Fallure, Ge
i and Ceronary Artary Disaase
: Medical record ey
| (MDS) dated Janugry 7, 2012,

resident had severg cognitive impairment, way
I bedbound, and required tots as5istance with all
; activities of daily living

to the fasility Augus,
neluding Closeg

.f
neral Ostecarthritis, ’

iew of the Minimum Data Sut

revegiad the

i B I
! Observation pn February 12,2012, at 10:20 a,m., |
! fn the resiq'ent‘s foom, revasled

tment cart.

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

, The facility must estaplish and maintain an
; Infaction Cantrol Program designed to provide 5
; safe. sanitary and comfortabe environment and

f 10 help prevant the development and tmnsmi&eioni

F 441
88=p

|

F3z23

Faq1

|
|

B R

e

FORM CMS-2EG?{O.?-95J Previous Yermom Clmokie Evant 10 sy s
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DEPARTMENT GF HEALTH AND HUMAN SERVICES | Pk d 5865'9%3? "‘f “13'/'3‘?‘
CENTERS FOR MEDIGARE § MEDICAID SERVIGKS | | FORM AFPROVED
E‘I‘ATEMENT OF DEFICIENCIES (1) PROVIDER/SUBELIERIG: 14,  MUL : QME NO, 0938-0301
ND PLAW OF CORREGTION IDENTIFIGATION NUMSER, O MULTIAE CONSTRUCHON PR DATE SURVEY
A, B!UILCI!NG COMPLETED
445047 B. NG
NAME OF PROVIDER OR SUPPLIER = B2/1472012
TREET ADBRESS, CITY, STATE, 21P coDE
IMPERIAL GARDENS HEALTH AND REHABILTATION 308 W DUE WEST avE
| RE pmmmE e —— s ‘
; o T BE PRECEDED B gLy | DER'S PLAM GF CORRECTION
TAL REGULATORY DR LSC I0ENTIFYING INFORMAT PREFLX {EACH CORRECTIVE ACTION SHOWLD BE BiE
LT TG INFORMATION) ; : wic CROSS-REFERENCED TO THE APPROPRIATE ] ohe
. ‘ | DEFICIENGY) f
- !
F 441 Continued £
'of uiqeaz a;:n?n?:ci? X A e e ' |
: g i ion, [ Onl?.fldllz wound care for
| (@) Infection Control Program pondent #22 was completed |
| The faciiity muyst establish an Infection Contro ollowing facility p:'_i]lcy and
j Fr)olgram under which it - procedure and CDC I
(1) Invegtigates, contralg, and pre Rt | guidelines,
}in the facilty Prevent nfections | |
| (2) Decides what brocedures, such swtie All residents requirin
i. I"h Id 3 x Zhr a5 JSO;&I.‘;. 1 ! g
l \,3 thjl lbelapphaq to an individual resldent; ang | I wound care meatment have )
.i ; I::;bnasmrt;tan[: da trc'ecl::cmr!:l of incidents ang corrective J f potential to be affecied and
infections, | ’ can_ beneflit trom cotrective ’
;l ??; &rﬁventgng Sfproad of infection i | selon. !
! en the Infection Control Proar. 2 c I
| determines that & oo P fa g;}m W On 2122112, 2/23/12, 3/5/12, _r
prevent the spread of infection, the facility must S12, and_3z9112 " J
; ;2?'?{,‘* the resident. ! Ewldatmy in=services will i
: e facility must prohibit empl : ) ¢ conducted by the Director
! communicable disease or Infectgdwszﬁf f:‘s'}g:s of Nursing to e(}I/uc;t& all I
| from direct contuct with residents or thair food, If ‘ ! nursing staff on the fucilit
; {d_[;E]gth:?‘nfgefgt will transmit the digease., ' ; i wnund”carc policy and ’
3 aci s i 5 th £
s Hande chos :;:‘ba' ;L:irt' ;’ sff;?uﬂnamfn?éh ﬁ::hﬂ N / pruqe@uru with focus on
| hand ing i indicaten by o Wl ] ‘ CDL_mﬁzclum contro| |
i professianal practice, ; l Frhies. |
i ' .
| I (¢) Linens i A clinical skills check-off )
f  Personnel must hangje, store, process and : will be completed on all f
 Yansport linens so as to prevent the spread o nursing staff providing f
! infection. ' W(.Jl.md care for competency '
! , using return demonstration I
j g ‘ by the Director of Nursing f
) . tor six weeks. The DON i
This REQUI i ; : '
by_-! EQUIREMENT is not met as evidencae 'f ! and/or designee will conduet
Based on medical record review, observ wound care compliance
interview, and facility policy review, the gﬂﬂf’;‘ ; rounds on at Jeast three )
! failed to maintain infaction control standards ar [ wound care dressing changes !
i I . | per week for six weeks. J
FORM CMS-2557(02.08) Praviour Vi 5l : :
raviour Versions Obsclata Event 10 JaKp 14 {Fa:m:v 1D: TH1512 If continuation shast Pags 10 of 15
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DEPARTMENT OF WEALTH AND HUMAN SERVIGES

|

|ae5z125&42 a5

6158650321 p 14722

MY | it vl 10 0L 1,

| FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09380391
STATEMENT OF DEFICIENGICS 1} PROVIDERSUPPUERICI 18 (%2} ULYIPLE CONSTRUSTION | % oate survey
AND PLAN OF CORRELTION 10 TION NUMBER; ! COMPLETED
r A, RL]JILDING
445047 - L 021412012
NAME OF PROVIOER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP capg
: 306 W DUE WEST AVE
IMPE S H AND
RIAL GARDENS HEALTH . REHABILITA'HQN MADISOR, TN 37115
Xy ! SUMMARY STATEMENT OF DEFICIENGIES o ! PROVIDER'S PLAN OF CORRECTION P g
PREMX 1 (EACH DEFICIENCY MUST B PRECEDED by puLt PREFX | (EACHCORRECTVEACTION SHOURBE  + toitron
TAG ' REGULATORY OR LSC IDENTIEYING INFORMATION) [ TAG | - CROSS-REFERENCED TO TME APPROPRIATE OATE
i T DEFICIENCY) -
i + |
E 441 Continued From page 10 | I Tihe DON and/or designee

’ 0na rocidont (#23) dufing & aras::fng change. .
f The findings included: .

. Resident #22 was admitted to the facility en

; January 8, 2011, with diagnoses including Muscle
1 Weakness, Urinary Tract Infection T,

: Hypotension and Leukoeylasis (clevateqg white:

i blood cefl count).

H

| Medical recard review a physicians order sheet
| detod January 20, 2014, revealwl . Giunse
 wound on loft heel, left fifth toe and lelt ankie wilh
 wound cleanser: apply "restore” silvar or !
! Slivadene dressing to laft heel, left fifth toe and f
| left ankle (cut silver 1o size). Cover with 4xd ang
I then cover with Kerlex... "

: Observation on February 13, 2012, at2:20 pm,, |
i in the residents room, revealed Registered Mursa
1 {RN) #2 changed the resident’s dressings 1o the

; left 5th toe, the left ankie and heel, Ohsarvatic

| revealed the nurse sanitized the hands with a

i waterless hand sanitizing solution, donned gloves
1o the hands and removed the drassings using

- S¢issors from the nurses pockat, Continugd |
’ observation revealed the nurse tumed aroungt |
- and refrieved the dirty trash can, brought the (
f trash can to the bedside using the same

| contaminated gloves without sanitizing the hands
! o changing the gloves, and measured each

| wolnd, |

: Further observation revealed RN #2, without
| changing the gloves or sanitizing the hands,

! cleaned the wounds using wound tleanser and a
i Sterile applicator, discarded the olg dressing and

, the applicator in the trash ¢an and failed to
!

Fd44 ; :

! will Bresen! the inlormation
obtained from the wound
care observation rounds to
the Quality Assurance
committee monthly for
fecommendations on any
trends and continunus
monitoring,

FORM CMI=2457{02.00) Pravious Vearalans Chaolato

Event 1% J2KE11

£1 d WHeS:@T 2T ST "“e

12£85985T9:

Foclity ID; TN1D72

"oN xed
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6158650321 B 1522

FORM APPROVED
GENTERS FOR MEDICARE & MEDIGAID SERVIGES OMB N
—-__'fw—-h._ -
STATEMENT OF DEFICIENGIES (X1) PHOWDERJSUPPUERJCLLQ (%) MU TIPLE CONSTRUCTION (43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A BUILEING

| 445047 ARG 02Mai2012

NAME OF PROVIDER @R WFPIER STRCET ADOREYS, GITY. STATE, ZIP CODE '

| remave the contaminated gloves or wash the

+ hands, Further observation revealed the nurse
: wiped sweat from own forehead with the

; eon@minated gloves,

]

. Continued observation revealed the Nurae,

| Without sanifizing the hands or changing gloves,
j Gpened a pack of 4x4's, removed the cap from ;
' the Silvadene (aintmant medication ueod for |
L woung hegling]. and applied the ointment {o the

i sanitizing the hands orehanging the _qlovés. the |

; washed the hanas with a wateriess hand J
- SANitizing solution, exited the room, and placed
 the used contaminateq axa's and wound cleanser

" in the mediication cart outside of the room,

§ 2:30 p.m,, in the haliway outside the resident's

: foom, confirmed the nursa falled to wash the

: ands or change the contaminated gloves during
- he drassing change. Furthar interview with the

| nurse confirmed the contaminated cleaning !
i Supplies were removed from resident #22's room
- and placed in the medication cart far centinued

I use on other residents,

i
¢ Interview with RN #2. on February 13, 2012, at Il
|

| Review of facility palicy, Weund Care Procedune {
}or Major Wounds, with 2 favigion dete of 2010,
 reveiad "...set up supplies on a clean surface at
| the bedside.. wash your hands...put gloves

i on,..remove the sailed dressing and place in a

| bag at the bedside...remoye gloves ., wash yoyr

. hands...put on gloves...clean the wound...remove

e e

IMBERIAL HEALYH aND remasiLTaTION | WBURWESy ave ' :
IAL CARDENS HEALY AND REMARILS o MADISON, TN 37418 | _
X4y 1p BUMBARY STATEMENT OF DEFICIENGIS - - . PROVIDER'S PLAN OF CORRECTION 'm.j“’
PREFIX ' (EACH OEFICIENCY MUST BE PRECEDED py FULL PREFEX {EACH CORRECTIVE AGTION SHOULD BE "LETION
TAG | REGULATORY OR LSC IDENTRYING INFORMATION) TAG CROS3-REFERENCED TO THE APPROPRIATE OrTE
‘ ' poED [ BEFICIENGY)
F 4411 Continued From page 11 F 441
' |

I

FORM CM3-2587{02-08) Praviowa Verzlens Chsolate Evnat D1 2K 11 Fudlly 1D: TN1912

¥l d WOBB:TT ZIBZ ST el 12£BS98STI: "ON xed

if confinuation sheat Page 12 of 15

HONGIW-TD T3 I ~AHENENGn . wody



2012-02-21 10:18 DCO547PM13501

8652125642 »» 6158450321 p 18/22
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PEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFIGIENGIES (X7 PROVIDER/BUPALIER /S MULTIPLE CON| URVEY
AND PLAN OF CORRECTION (BENTIFICATION N:JEMI'.IER: rﬁ MN‘;E - M%ﬁm
AL WING
‘;_ 445047 | ai14/2012
AME OF PROVIDER OR SLISPLUER ] STREET ADCRESS, GITY, STATE, 21 cope
IMPERIAL GARDENS HEALTH AND REHARILITATION 298 WDUE WesT ave
, || MADISON, TN 37145
a3 o | SUMMARY KTATEMENT OF DEFIEENG] : CORRE ’
PRFIX | ' (BACK DEFICIENCY MUST BE PRECEDED B?Esrur.t. . PREFX ! mp;r?gggkg%” AeTiON mgaﬁsﬂae [ conpianon
TAG [ REGULATORY ORLSC INENTyING INFORMATION) TAG CROSG-REFERENCED YO THE APPROPRIATE | DA
= i ! | DEFICIENGY) !
] . . ! —
F a41 ! Continued From page 12 ,J:m | [
i gloves and place in bag...put on now E '
. g]oves...apply clean drassing as ordered...removo
i gloves and place in bag...wash your hands,,.” ' ’
| Interview with the Interium Diracto of Nursing | | *
i (IDON), on February 13, 2012, at 2;40 p.m., in ‘ ! ’
| the DON's office, comfirmeg that facility policy wae ! I'
1 not followed for 2 dressing change ang infection j
 control standards were not foflowsd, 5 Fa65
F 485 483,70(h) : | rass Resident #25's room was
§5+D SAFE!FUNCT!ONAUSANITARY}COMFOF{TABL i cleaned and sanitized by the
l E ENVIRON “ housekecping staff,
| | e facility musst provide a safe, functionai, ; ' All facility residents have :
| | sanitary, and comfartabig enviranment for ntial Lo be affecte
| fesidents, statf and the public f potential Lo be affected and ;
! f ' " ; , cun benefit by the corrective
r i dction.
| This REQUIREMENT Is nof et as evidenced 'j " . !
| py: [ I The DON will assign a :
! Based on medical record review, observation | j- management team member |
) and interview, the facility failed to maintain a i 1o conduct room rounds of ar
| SANIt2CY environment in the resident’s room for i ! least 10 rooms per day for 4
; cn:-ir resident (#26) of twenty five residents minimal of' § days per weck
: raviewed, ! for six weeks, with focus
E‘ T < 7 ; : on ic cleanliness and o
: fie findings incivded: sanitary condition of the
| Resident # 25 was admitied to the fasilty on ident’s environment. |
: Septamber 30, 2009, with diagnoses ncluct Safl was inserviced 2122112, |
emia, Dementia, Senile Dementia, Visual Loss 2/23/12, 3/5/12. and 312
 and Diabetes Mellitus, type 2. ! by the Director of N ursing
I - ) i , on the requirement that the
! Observation and interview at 10:15 am. during | facility must provide a safe,
J gw{;:; iznitral totl:r dof g'ls?dfactﬂg.s on ;ebrumy 1?&] ! |= functional, sunitary, and :
. « Tevealed rasiden in the room w somt s CNVir for |
; famlly at the bodside, Observation and interviewe | ; ::;:;t:ﬁr:: bi:a{fzil‘];:c{i“:ﬁcm ?
‘ with the resident's family mamber tevealed in the l public 4
: : X . v !
ORM CMS-2507(02-09) Pravious Vaeainns Obpclate Evam 102K Enclity 10 The1g12 If continuation shest Pape 130718
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DEPARTMENT OF HEALTH AND HUMAN SERVICES | T FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0201
SYATEMENT OF DEFICIENGIES X%) FROVIDER/SURPL ' TRUC SURVEY
AND PLAN OF CORRECTION ( DENTIHGRA{'?(%: nmﬁ rz; ;f::::e cONSTRUCTION M%TED
| 445047 DG 02H4/2012
NME OF PROVIDER O SUPPLIER ) STREET ADDRESS. CITY, STAYE. ZIP CODE K
IMPERIAL GARDENS HEALTH AND REHABILITATION ;f’:;fs%”i ‘:ﬁsmﬁ
xgia | IUMMARY STATEMENT OF DEFICIENGIRS ; o) PROVIDER'S PLAN OF CORREGTION )
PREEIX ; {EAGH DLEFIGIENCY MLST BE PRECEDED BY Fiy | PREFIX (CACH CORRECTIVE ACTION SHOULD BE 5
TAG | REGULATORY ORLSG IDENTIFYING INFORMATION) TS CROSTREFERENGRD T0THE AREROERIATR DAfE
| [ | DEFICIENGY)
[]
i | !
. E H
Fass | Cutﬂmued From page 13 F 485! Information collected from {
: resident’s bathroom, brewn colored debris was e the results of the room
: the fioor around the commade and the doorway rounds will be presented by
1 of the bathroom, Further interview with the famijy the DON or her designee and |
i member reveated “thi s not uncommon”, discussed in the stand up |
| Further abservation revaaled the brown colorad Selinm All InBotrimio.
i debrig around the resident's recliner whers thn mectings .
j Fesident was seated. i will be cotlected and
i : submitted by the DON or her
; Interview with Licensed Practical Nurse (LPH; #1, | desighce to the Quality
. on _February 12, 2012, at 10:25 am.,, in the Assurince committee
| resident's room and bathroom, confirmed the monthly lor !
i brown colered debris in tha hathrqom and beslde recommendations and 3 b{), i &
t the resident's reciiner ang the environmenit was continued monitoring, P
1 Not clean, {
F 514 483,75()(1) RES bOFs14
88=p | RECORD&COFﬂPLETEJACCURATEfACCESSIB | ,l
LE ; |
i The taciity must maintain clinical records on each J F5i1
} resident in accordance with accepted professional| W 31719 T
[' standard!s and practicos that are complets; | :;’\i’z‘l/‘t:' ;:?pﬁ:i;’g;“m o
| ::gfeﬁt:aﬁfﬁggﬁ&,mm accessible; ano , Resident #1's medical record
f by the DON, A late entry
| The clinica] record must contain suffislent I dacumentation for the [ali on
 information to identify the resident: a reonrd OF tha 2/6/12 was entered into the
resident's assessments; the plan of care and : record with information
| Services provided: the results of any | obtained off the incident

; and progress notes,
|

| This REQUIREMENT s not met as evidenceg
i by:

| Based on medical record review, and interview
| the facility failad to document a fafl for ane

| resident (#1) of twenty-five residents reviewed,

f preadmission streening conducted by the: State:

L]

i j
| 1

]
H

mvestigation dated 2/16/12.

All facility vesidents have
potential to be affected und

]
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FORM APFPROVED
CENTEE§ FOR MEDICARE & MEDICAID SERVIGES OME NO. ba3p03a1 )
STATEMENT OF DEFICIENGIES '} PROVIDERISUPPLIERIGL {MuLT N DATE SURVEY
AND PLAR OF cca?leé%mn ¥ IDENTIFICATION Nuuafeﬁﬁ PENIULTIPLE GONSTRLGTHO = MPLETED
A. BUILPING ;
8 mLNG
445047 [ S D2i1412042
NAME OF PROVIDER OR SUPPLIER 1 STRERT ADORESS, OITY, STATE, 2P CoDE
IMPERIAL GARDENS HE AN 306 W DUE WEST AVE
ARDENS HEALTH AND REMABILITATION ' MADISON, TN ¢7115
Ll e el
X | 2] J 1 VE ACTION SHOU
TAG [ REGUIATORY ORLSE IDENTIFYING INFORMATION) Pﬁg [ céggcs-;%ggnmc '?c? YHE APPROVRIATE OATE
! . BEFICIENGY)
! i | -
F 514/ Continued From page 14 ! psm‘ cgnﬁhir}:l 't,f:rt‘.’m the |
'The findings includeg; i ' FURAgVE e Ron; !
| Resident #1 was aamitted to the faciity on Pl Uhe prior days 24 hour
| January 92012, with dlagnoses including [ } report will be 1&\.ﬂ:cwe.d by
i Preumonia, Muzala Weakness, Chronic Kidney i the nurse Supervisors in the -
. Diseage, Dysphagia, and Edema i clinical meeting (the clinjca)
i _ ! meeting members arc the
| Review of the Minimum Data Set, (MBS) gatey i Dircetor of Nursing, nursing !
: ».lanug_ry 16f 2042 reveaied'. the r&s{denl to be ] J supervisors, Sociul worker,
| cognitively 5nt§cg and requiring _ass:stanqa with I i Dietary manager, Activily i
i m‘;‘:?é of daily living, ambuiztion, tolleting, ang | ' Director and Therapy
i ’ } manager. Any lulls,
| Review of the facility's documeniation revealed | meidents, abnormal events
| resident #1 sustained a fal) with no Injury on for the prior day will b
! February 6, 2012. i reviewed and discussed
\ I during the clinical mecting,
. Review of the facility mediea records "Nurses J The ¢linical record will be
{ Netes” revealad no documentation of the fall, | reviewed by the nursing
) . . . r supervisor to ensure alf ]
| Interview with the Interim Director of Nursing documentation regarding the
I {{DON) on February 12, 2012, at 3:40 PM., in the ; event/incident is present ar
_ ; : present arl
: IDON's office confirmed the fai) had occurred on ‘ accurate in the medical
| February 8, 2012, Continued intarview confirmed | I - e
+ the fagility had falled to documant the fag, [ ; record.
| |
) ! i Any issues identified in the
! I.: clinical meeting will be
" I documented and submitted
by the Director of Nursing
_ monthly to the Quality
! ' Assurance Committee for | '
: review, rccommendations, 3 ' 30{[9
| and continued monitoring,
| !
: L
| L
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